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way system was contributing to increased risk of serious injury in highspeed motor vehicle crashes in locations that might be distant from major medical facilities. Active concern over safety deficiencies in motor vehicle design was developing as well (National Committee for Injury Prevention and Control, 1989).
The second development was the demonstration by physicians in Ireland that rapid treatment of cardiac emergencies could improve survival (Pantridge and Geddes, 1967). Mobile intensive care units were developed to bring care to patients more rapidly than they could reach the hospital (Nagel et al, 1970; Lewis et al., 1972). In Europe these units were staffed by physicians, but in the United States this care was delegated to public safety personnel already available in community fire departments. This choice led to the development of specially trained personnel—paramedics— to provide this prehospital care.
This period generally was one of broad and growing interest in health planning on a national level. Health planning, which included the notion of regionalizing services, was seen as a way to distribute resources more equitably and to expand access to the country's health care system (IOM, 1980a).2 EMS also was being influenced by increasing use of hospital EDs for nonurgent care—more than two-thirds of 40 million ED visits in 1966 (NAS/NRC, 1970a). With fewer primary care providers making house calls or keeping extended hours, changes in the character of medical practice were contributing to the growing reliance on hospital EDs.
Initial Responses
The NAS/NRC report (I970a) put forward a broad range of recommendations for actions by federal, state, and local governments and by the medical community to improve emergency medical care. (The full text of the recommendations from that report appears in Appendix 3A at the conclusion of this chapter.) Major points included the following:
•    increase attention to accident prevention;
•    expand public education in first aid;
•    adopt standards and regulations for ambulance services and for routine use of radio and other means of communication between ambulances and EDs;
•    consider a single national emergency access number;
•    assess the numbers and kinds of EDs needed for optimal care;
•    implement routine evaluation of ED capabilities;
•   develop trauma registries; and
•    initiate clinical and health services studies on trauma and other aspects of emergency medical care.aspects of that experience were directly applicable to the civilian setting. In particular, the growing interstate high-vey are based on reviews of a sample of patient records from hospitals within the survey's sampling units.   An alternative estimate of injury hospitalizations, 600,000 in 1985 for children ages 0 to 19, is derived from applying hospitalization rates observed in a Massachusetts injury surveillance program to the national population (Guyer and Ellers, 1990).
